There seems to be a strong cultural expectation among patients for effective pain relief. As a result, physicians often find themselves trying to bridge the gap between the chronic pain patient's expectations and harsh biomedical reality. Emanuel and Emanuel's typology of four models for the patient-physician relationship is used in this article as a conceptual tool to examine the possible roles of physicians in the context of chronic non-cancer pain. Their typology is reconceptualized as a "pathway" along which the physician is able to walk more or less far, starting from the "information" end of the path. The other end of the pathway is "caring deliberation". I then propose that, in pain medicine today, consumerism is a powerful incentive for physicians to stay at the "information" end of the spectrum. Against this background, I discuss the current opioid epidemic in the United States and the need for what
Introduction
Non-cancer chronic pain, which is experienced by 20% of the population, 1 remains strikingly difficult to treat. 2 At the same time, there seems to be a strong cultural expectation for effective pain relief in all situations of life, at least in so-called developed countries. Hence, physicians often find themselves trying to bridge the gap between the chronic pain patient's expectations and harsh biomedical reality. The difficulty and often impossibility of "curing"
non-cancer chronic pain results in many frustrated and desperate patients. 3 This challenge is exacerbated by the "ongoing lack of pain care competency by the majority of health care
providers". 4(p1823) Continuing professional development (CPD) 5 is therefore arguably very important in the chronic pain context. However, the present paper argues that there are also important hidden assumptions concerning the physician's role in chronic pain management.
More precisely, the use of opioids to treat chronic pain will be used as an example of the potentially profound effects these assumptions can have for the individual patient. This analysis challenges CPD educators in pain medicine to focus not only on biomedical issues, but also those of professionalism, personal development, critical self-reflection, and the ethics of engaging in caring deliberation with chronic pain patients.
Emanuel & Emanuel's fourfold typology
More than two decades ago Ezekiel Emanuel and Linda Emanuel published an influential typology of four models for the patient-physician relationship: paternalistic, informative, interpretive, and deliberative. 6 (Table 1) . In the paternalistic model the patient is a passive object for medical decisions made by the physician. This model has been heavily criticized, Presenting facts is not enough.
Inspired by Reach's "ethical pathway", and broadening its scope to include more than patient education, I propose to view the physician-patient relationship as a continuum or a pathway with "pure information" and "caring deliberation" at its extremes. Beginning at the information end of the pathway, physicians walk down the path more or less far -some remain information providers, others walk down the path all the way to caring deliberation in order to help their patients realize certain health-related values.
"Caring deliberation" should not be seen as antithetical to patient-centered care. For example, "caring deliberation" should always entail active listening, and the physician should view each consultation as a learning opportunity, as a two-way communication process where she can learn something very important from her patient, not least concerning the subjective experience and the social consequences of ill-health and disease. I propose that "caring deliberation" should be viewed as an inherently patient-centered activity. I also propose that "shared decision-making" is only truly "shared" if the physician's professional views on health-related values are allowed to play a role. It is too simplistic to think that "facts" and 
The chronic pain context
Let us now apply the above-mentioned pathway thinking to the non-cancer chronic pain context. According to the informative model, the physician uses her technical expertise to propose treatment options, the aim being that the patient be able to exercise control over the situation by choosing between alternatives. Then, if the physician informs her patient that there are no more evidence-based biomedical interventions available to treat her chronic pain, that would count as a major failure, at least from the perspective of the informative model. In such a situation it is not surprising if the doctor eventually comes up with "something to do", giving back a sense of control to the patient. Instead of walking down the path into deliberation, the physician remains at the information end of the path and, being there, has to be ingenuous enough to figure out new treatment options.
It is here important to distinguish between, on the one hand, acute and cancer pain, and, on the other hand, chronic non-cancer pain. Although chronic non-cancer pain itself is a very heterogeneous category, it has been called a "disease in its own right" 8(p179) . The related concepts of pathological pain, or maladaptive pain, are important in this respect. 9, 10 Generally speaking, biomedical interventions are rather well suited for treating acute and cancer pain, whereas current available treatments provide only modest improvements for chronic noncancer pain. 2 In the chronic pain setting, it is therefore not enough to consider the patient as a passive recipient of health care interventions. According to the biopsychosocial model, presented by Engel in 1977 and which has had a great impact on the treatment of chronic pain, biological, psychological and social factors interact in an intricate and indissoluble manner. [11] [12] [13] In accordance with this view, the patient's own activity is of great importance, and the chronic pain patient is nowadays increasingly viewed from a rehabilitative perspective.
14 However, pain is a strong motivational drive for human behaviour. 15 Pain is an unpleasant emotion, and the organism will do what it takes to avoid it. Thus it is no wonder if a pain patient focuses on seeking a "solution". The following fictional (but realistic) chronic pain patient case illustrates this, and it also illustrates the above-mentioned pathway, the pain physician going from information, to interpretation, to deliberation.
Pain management patient case
A 25-year-old woman, who works as a secretary, is referred from a primary care physician to the multidisciplinary pain clinic of a university hospital. She's had widespread pain for a year now, and she's desperate. It started with a localized trapezius myalgia but has gradually worsened, and the pain is now generalized to more or less the whole body. Her primary care
doctor has tried to relieve her pain by using first paracetamol and non-steroidal antiinflammatory drugs, but later shifted to opioids. He began by prescribing codeine, then shifted to tramadol. He then combined tramadol with long-acting oxycodone which, the patient says, helped a little. The patient wanted to increase the dosage, which he first refused but then accepted, and she is now on long-acting oxycodone 40 mg twice a day. She is also taking duloxetine 120 mg per day.
After a long consultation of over an hour, the pain physician informed the patient about chronic widespread pain, its postulated mechanisms, and the lack of evidence for opioids.
The best approach would be to taper the opioids and instead focus on a broad chronic pain rehabilitation program. At that point, the patient interrupted and said that this was surely Seeing the patient was very upset, the pain physician asked her if it was okay for a pain nurse to attend for the rest of the consultation. She accepted. He then began gently deliberating with her. He would give her time for thought, she would not be required to decide at once what to do, but he wanted her to know that as far as he was concerned, he would not increase the dose of opioids, because that would simply be the wrong thing to do. "And you're very young," he said, "so we have to think long-term, not short-term. I understand your feelings, and I respect them, but it would simply be unprofessional to augment your opioid dosage. It will only harm you. It's not good for you to be on high-dose opioids long-term. The impact of consumerism?
According to Reach, it is often the case that patients with chronic conditions are more present-oriented than physicians, doctors focusing more on long-term effects. 7 Hence, in the chronic pain setting, it might be difficult for the physician to communicate the necessity of a more rehabilitative, long-term approach ("living with the pain") in face of the patient's present-orientated expectations ("I want to get rid of the pain now"). Communicating a rehabilitative approach to a chronic pain patient entails deliberation, i.e. moving towards "caring deliberation" on the aforementioned pathway. I propose that contemporary consumerism might be a powerful incentive against engaging in such "caring deliberations".
Although it has been said that the impact of consumerism has been somewhat overstated, 16 and although most health care consumers are not "customers" in the usual sense since they consume health care out of perceived necessity, it has nonetheless been argued that healthcare today is regarded in much the same way as other consumer goods and services. 17 Indeed, concerns have been raised about the possibility that the influx of money into health care and financial incentives to maximize income might undermine medical professionalism. 3, 18 Writing from an American perspective, Lebovits talks about today's increasingly businessoriented practice environment for pain medicine and "the economic lure of aggressive intervention" 3(p1155) . Also from a US perspective, according to Relman, medical professionalism is facing a crisis as "professionals have an ideology that assigns a higher priority to doing useful and needed work than to economic rewards" 19(p2668) , and in a commercialized health care market, this professionalism is at risk. 19 Relman writes that "the current focus on moneymaking and the seductions of financial rewards have changed the climate of US medical practice at the expense of professional altruism and the moral commitment to patients" 19(p2669) . It has been claimed that pain medicine is gradually being transformed, going from being a profession to being a business 20 , and that there is a need for "a new medical professionalism".
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Opioids and chronic pain
During the last decades, the use of opioids in chronic non-cancer pain has accelerated, not least in the US where the term "epidemic" has been used. 21, 22 Indeed, during the first decade of the millennium, sales of opioids quadrupled in the US. 23 Although the sales of opioids have since then plateaued, a very recent report from December 2015 shows that more persons died from drug overdoses in the United States in 2014 than during any previous year on record. 24 Given what has been discussed in the previous sections, it seems sensible to ask whether there might be a relationship between the above-mentioned hypothesis and the "US opioid epidemic". Is the escalation in opioid prescriptions at least in part a sign of lessened professionalism, the physician focusing too much on trying to come up with "something to do" in a difficult situation instead of walking down the pathway to caring deliberation? If the physician does not want to disappoint her consumer-patient, there seems to be a strong incentive to regress from deliberation to simple information and choice offering. This is not to suggest that such a physician is immoral. Underlining the powerful incentives of consumerism does not entail claiming that these doctors lack compassion. On the contrary, it might be argued that the lure of consumerism is enhanced in the context of non-reflective compassion.
"Helping professional" or "Professional helper"?
Some authors are keen on emphasizing the importance of human warmth, understanding, generosity and caring in the patient-physician relationship. 11 However, I contend that such virtues, central as they are to medical practice, must be supplemented by other virtues like discernment, wisdom, foresightedness, and integrity. Helping patients, being a compassionate doctor, will always be at the centre of the medical profession. The question is whether compassion or professionalism should have primacy. If compassion has the primacy, the incentives of consumerism will meet very little resistance, and the physician becomes a "professional helper". The physician's knowledge and skills are placed in the service of nonreflective compassion, the goal being to satisfy the wishes of the consumer-patient in accordance with the informative model. The physician sees herself primarily a "helper", i.e. a person whose duty first and foremost it to provide help on the patient's own terms. In the context of consumerism, the physician may feel an obligation not to disappoint the patient.
After all, one wants to be a good doctor, and what kind of a doctor is it who doesn't come up with a solution that the patient likes? A "professional helper" thus stays at the information end of the pathway, and standing there must be ingenuous enough to figure out something to do. A "professional helper" does not like deliberating with patients about health-related values. For a "professional helper", professionalism has to do with, on the one hand, respecting the patient's wishes and, on the other hand, being a technical expert. There is no place for deliberation.
As a contrast, I would propose the concept of "helping professional" as a better ideal.
According to this view, helping and compassion are still important, but these virtues are controlled by the overarching vision of professionalism. The achievement of this vision entails developing and being socialized into many different skills and virtues, among which discernment, wisdom, foresightedness, and integrity are important. Hence, being a "helping professional" sometimes means going down the path all the way to "caring deliberation". Of course, paternalism is an ever-present risk. The "helping professional" knows that, but she is also convinced that the practice of medicine is much more than delivering a goods to a consumer. The "helping professional" has learnt over the years that humans do not always choose rationally what is best for them. In the chronic pain context, she understands that pain is a powerful driver of behaviour, and she is professional enough to risk communicating to the patient that there is not always a simple "solution" to chronic pain. She is helping in the sense that she really deeply cares about the patient, but she has integrity and wisdom not to be overrun by the feeling that "something must be done". She is a professional who knowns the limits of her art. If there is no pill that fixes the problem, she will say it, and argue for it.
Implications for CPD educators
It has been argued that continuing education for opioid prescribers should be mandatory, 4 and this for three reasons: (1) the amount of time devoted to pain education is disproportionally low in comparison to the prevalence of pain; (2) the conflict of interest disclosures associated with accredited CME would help learners differentiate evidence-based educational material from product promotion and marketing; and (3) the opioid epidemic and its consequences necessitate dissemination of new knowledge to prescribers. The question of whether continuing education should be mandatory for opioid prescribers or not, falls outside the scope of the present paper. Regardless of how one answers that specific question, the views developed in this paper have potential broad implications for CPD educators.
CPD occurs in a socio-cultural context and its effectiveness cannot be abstracted from the context in which it occurs. In their synthesis of systematic reviews concerning the impact of CME, Cervero & Gaines recently wrote that "future research on the effectiveness of CME must include the wider social, political, and organizational factors that impact physician performance and patient health outcomes" 25(p131) . One such wider contextual factor is arguably the cultural expectations experienced by physicians. If the analysis of the present paper is correct, there are potential implications for chronic pain CPD, and perhaps for CPD in general. consider their own assumptions in these matters, and perhaps consider if they should make these assumptions explicit and public. In the chronic pain setting, I contend that neglecting the deliberative model and its non-consumeristic professionalism can lead to the misapplication of pain treatment principles that are otherwise helpful and well-needed.
Second, the educational content of CPD in pain medicine should not only be about giving health care professionals biomedical tools; it should also be about empowering them to critically reflect on such matters as professionalism, the patient-physician relationship, and larger cultural and societal assumptions concerning the experience of pain and the practice of medicine. Third, CPD in pain medicine should therefore be viewed in a broad biopsychosocial perspective, not a strictly biomedical one. Educating health professionals in the biopsychosocial model and its implications could perhaps broaden the mind of physicians who all too often forget that psychologists, physiotherapists, health sociologists and other professionals have an important contribution to make in medicine. Caring for chronic pain patients is truly an interdisciplinary endeavour.
Lessons for practice
• Given the high prevalence of chronic pain in the general population (20%) and evidence of a physician knowledge gap, continuing professional development (CPD) in the field of pain medicine should be a priority.
• CPD educators in pain medicine should take a broad biopsychosocial stance when designing their interventions, empowering physicians to critically reflect on issues like professionalism, the patient-physician relationship, and larger cultural and societal assumptions concerning the experience of pain and the practice of medicine.
• Professionalism sometimes entails deliberating with the patient concerning the achievement of health-related values.
• Consumerism can be viewed as a powerful incentive against such deliberations. 
